A 69-year-old woman presented with a progressive limb weakness. Both clinical and neurophysiological findings were consistent with diagnosis of Guillain-Barré syndrome (GBS). Two days after admission, the patient suffered from an acute coronary syndrome without stenosis at coronary arteriography. Echocardiography revealed left ventricular inferior wall and apical akinesia and decreased ejection fraction. A diagnosis of Takotsubo Cardiovascular abnormalities in the Guillain-Barré syndrome (GBS) are attributed to autonomic neuropathy and are reported in diverse manifestations such as heart rate and blood pressure variability, cardiomyopathy, and electrocardiographic (ECG) changes.
Cardiovascular abnormalities in the Guillain-Barré syndrome (GBS) are attributed to autonomic neuropathy and are reported in diverse manifestations such as heart rate and blood pressure variability, cardiomyopathy, and electrocardiographic (ECG) changes. 1 Takotsubo cardiomyopathy (TCM), also called 'stressinduced cardiomyopathy', is characterized by a reversible left ventricular dysfunction which needs adequate management and specific therapeutic strategies. 2 We describe a patient suffering from GBS who had stress-induced cardiomyopathy.
Case Report
A 69-year-old woman presented with a rapidly progressive limb weakness and hyporeflexia. She first noticed difficulty in right arm elevation and limb weakness was rapidly progressed. Anti-ganglioside antibodies to GM1, GD1b, GT1a, GalNAcGD1a and GQ1b were all negative. At hospital day 2, she was in respiratory distress and mechanical ventilation was started.
On the same day, standard 12-lead ECG showed T wave inversion and ST segment elevation in anterolateral leads (Fig.   1A ). This ECG was suggestive of acute coronary syndrome and cardiac marker was elevated. She did not have any cardiac symptoms except respiratory distress. Trans-thoracic echocardiography revealed left ventricular inferior wall and apical akinesia, and decreased left ventricular ejection fraction. However, coronary arteriography did not reveal coronary artery stenosis (Fig. 1C) . Left ventriculography revealed segmental wall motion abnormalities. A diagnosis of TCM was then made. Low blood pressure was treated with intravenous dobutamine. After the blood pressure was stable, angiotensin-converting enzyme inhibitor was administered. Left ventricular dysfunction and abnormal ECG normalized within one month (Fig. 1B) .
Discussion
The GBS is an autoimmune disease affecting the peripheral nervous system and autonomic neuropathy is an important and common complication of GBS. 3 In GBS, in addition to autonomic dysfunction involving the heart, TCM can occur. Up to now, there are few case reports about TCM in GBS. We describe the case of a 69-year-old woman who was di- or involvement of the autonomic fibers in GBS, 6 or autonomic dysfunction. 4, 5 In TCM, supportive treatment associating β-blocker and angiotensin-converting enzyme inhibitor therapies is recommended until complete recovery of left ventricular ejection fraction. GBS occurrence can be the stressful trigger of TCM. Therefore, frequent monitoring is needed and trans-thoracic echocardiography should be performed when electrocardiographic abnormalities are present in GBS to rule out a TCM.
